Review of a consecutive series of the elderly patients who presented unheralded to the Accident and Emergency Department of the Royal Gwent Hospital showed that a relative minority (11%) were difficult to manage because they had no obvious acute medical condition or injury which qualified them for admission by the firms to whom they were first referred. The difficulty was compounded by the shortage of geriatric beds.
INTRODUCTION AND METHOD
The study concentrates on the use of the accident and emergency short-stay ward in the emergency care of the elderly. The records of 100 elderly patients admitted to this ward have been examined in detail. 'Elderly' patients are over 70 years of age. The period studied was from September to November, inclusive, 1983. Admission to the short-stay ward was followed immediately by an appraisal of the 142 S. N. Harrop and W. J. Morgan patient's dependency and the help available from various social work and related agencies (Age Concern, Meals-on-Wheels, etc.). Relatives were contacted and it was explained to them that the patient would remain on the short-stay unit until support had been organized adequate for the patient's continued short-term care in the community. Early contact with the geriatric department would be ensured and the responsibility for long term management would rest with the patient's general practitioner. The patient would be discharged home when adequately mobile, using a Zimmer frame if necessary and when arrangements for continuing geriatric out-patient care had been made. The lack of geriatric beds did not, therefore, absolve the geriatric department from a responsibility to the patient, and it was insisted that a representative of the geriatric department visit the patient on the short-stay ward in order to advise any necessary modification to the programme of emergency care and investigation organized by the casualty officer.
The management of geriatric emergencies was not one of the principal intended functions of the short-stay ward, the main functions of which have been described by Morgan (1981) . A recent study by Currie et al. (1984) dealt with the 50% of elderly attenders who were discharged home from an accident and emergency department. This study deals with those attenders who were admitted. But for the existence of the short-stay ward, many of them would have been discharged home with inadequate or uncertain provision to meet the increased dependency which the study by Currie et al. revealed.
RESULTS
In the period studied, 13 011 patients, of whom 680 were over 70, attended the accident and emergency department. These figures exclude pre-arranged admissions. Also, 135 patients over 70 passed through the department pending admission arranged directly between general practitioners and housemen.
Of the 680 accident and emergency patients, 375 were admitted. Ninety-one were admitted by the surgical and orthopaedic units, including 56 patients with fractures of the femur, 15 with some other fracture or dislocation, 10 with epistaxis or other ENT problems and 10 with miscellaneous problems.
Medical firms accepted 147 patients. They included 70 with cardiac or respiratory illness, 28 with cerebrovascular disease, 22 who had sustained coma or a 'collapse', 7 whose problem was essentially social or associated with a fall and 20 with miscellaneous problems.
The geriatric unit accepted 37 patients who comprised 12 with social problems or falls, 10 with cerebrovascular accident, 6 with respiratory illness and 9 with other readily diagnosed medical illness.
The remaining 100 patients were admitted to the short-stay unit. They reflect the most difficult group of patients for whom admission had to be arranged and they are now considered further. Less than half remained in hospital for more than 24 hours.
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Geriatric patients in the short-stay ward Table 1 shows the cause of attendance of the 100 who were admitted to the short-stay ward. The 'overdose' and 'miscellaneous surgical' patients resembled younger patients with similar conditions and were admitted for the same precautionary and short-term therapeutic reasons. The largest group (62%) had fallen or 'collapsed'. Nine had fallen or collapsed some distance from their homes and were, therefore, judged to have been socially no more dependent, before their accident, than younger patients. The management of the remainder involved inquiry into the cause of the fall or collapse; locomotor assessment and rehabilitation; social assessment and rehabilitation and arrangements for continuing medical care. This hard core of geriatric problem patients accounted for 1 in 200 accident and emergency patients seen and about 11 % of all accident and emergency patients over the age of 70. Table 2 shows the difficulty of ensuring admission elsewhere, even when the medical grounds for treatment or investigation were strong. Twenty-two of these patients were temporarily incapacitated by injuries to limbs and required admission to the short-stay ward. Their injuries affected upper and lower limbs equally. In upper limbs, fractures and dislocations predominated but in lower limbs, soft tissue injuries of the knee and pain in the hip were more frequent.
Sixty-two patients who were admitted to the short-stay unit after a fall or collapse Two groups were distinguished by their requirement for eventual transfer to other wards. In the first group (36 patients, Table 3 ), very few patients required transfer. Among the 21 patients who had inexplicably fallen, there was seldom a readily apparent medical problem for which emergency treatment was required. Social and locomotor rehabilitation seemed, at the time of assessment, to be the major requirements and only three of these patients were perceived to present a medical problem worthy of exploration.
Most of the second group (26 patients, Table 4 ) did require transfer, either because a Table 3 Patients who tended to return to their Table 4 Patients who tended to require transfer to previous address after short-stay admission for a fall another ward from the short-stay ward during ador collapse mission for a fall or collapse medical problem became apparent, or because social and physical rehabilitation were likely to be protracted. Of 4 patients who had fallen down steps or stairs outside their own homes, 2 were later transferred, as were 9 of 11 who had fallen inside their own homes.
Of 8 patients who had lain for several hours undiscovered on the floor of their homes, 2 were hypothermic on admission, 2 had fractures, 1 was diabetic, 1 had sustained a cerebrovascular accident and the remaining 2 had other injuries of moderate severity.
(AIS 2) Twenty-three patients admitted to the short-stay ward for head injury observations Nine patients had inexplicably fallen, 4 knew that they had tripped or slipped, 3 had fallen down steps or stairs, 3 had 'collapsed', 3 had fallen near their beds and were said to have 'fallen out of bed' and 1 had lain undiscovered on the floor, probably for several hours.
Pattern of referral to other firms Twenty-two patients were referred to the orthopaedic unit and 30 to the geriatric unit, before admission to the short-stay ward. For various reasons, 42 patients were admitted to the short-stay ward without prior referral. Details of referral to other specialties are not available for 6 patients. Table 5 shows the presenting problems of those who were not referred. Table 6 shows the presenting problems of 10 patients admitted to the short-stay ward, only after geriatric admission had been refused because no bed was available. Because of the geriatric department's constant failure to find beds, referral was deferred in 11 cases until the patient's progress and domestic circumstances had been assessed over a period. Five of these patients had locomotor problems and, in their cases, management initially on the short-stay ward allowed a clear line of disposal to emerge in place of uncertainty as to whether the patient properly belonged to the orthopaedic or the geriatric specialty. Of the 30 patients admitted to the short-stay ward and referred to the geriatric unit, 12 were accepted within 48 hours of admission: 2 within 72 hours and 1 within a week. Fifteen were refused transfer. Of these 15, 3 were given geratric out-patient appointments and 3 were said to be more appropriately referred to a psychogeriatrician. One patient was refused by the geriatric firm because a full thickness burn of the leg required treatment in the Regional Plastic Surgery Unit. Of the remaining 8 patients, 1 was referred to a physician; 1 was placed in an old peoples' home and 6 were referred back to their own general practitioner. Therefore, of the original 100 patients admitted to the short-stay ward, 28 were subsequently transferred to other wards and 72 were discharged back into the community.
DISCUSSION
The management of elderly patients in the accident and emergency department of a busy district general hospital is bedevilled by scarcity of geriatric beds and by the reluctance of junior orthopaedic or medical doctors to admit a patient who might block a bed. The general practitioner may not be available for consultation regarding admission or discharge home. Relatives may insist that the patient cannot be cared for at home. Other members of the family may be ill or so may be the relative or the neighbour on whom the elderly patient's care would otherwise devolve. Increased responsibility may interfere with that individual's job. Casualty officers are in an invidious position. They must find a sensible solution to the patient's presenting problem, which acknowledges the difficulty of long-term management, yet their colleagues expect them to collude in diverting an unwelcome class of patient from their beds. Neither the casualty officers, the patients, nor their relatives receive satisfaction under such circumstances.
Falls down steps and stairs are a frequent worry lest they be repeated, especially when the accident has happened at home, since by implication, the patient's mobility is restricted and dependence and vulnerability are high. The patients who had lain undiscovered on the floor for a prolonged period were surprisingly few. However, there was always a significant responsible or resultant medical problem. Where the presenting complaint was 'collapse', there was often a simple explanation, although this was not apparent without careful enquiry into the circumstances of the event. The circumstances related to admission for head injury observation demonstrate how categorization of patients by their injuries received can disguise the true nature and extent of their problems. It is necessary to assess elderly patients thoughtfully and to begin a line of management appropriate to the real needs of the patient, rather than those which best suit a set of administratively tidy stereotypes. Casualty officers must be aware of the danger when patients are categorized by their injury as opposed to the circumstances in which the injury was sustained and be interested to seek remediable causes for patients' unexplained falls. They warrant investigation since they are the harbingers of the patients' demise (Wild et al., 1981) . Deaths at home shortly after discharge from the accident and emergency department are apt to arouse adverse comment from the coroner and from the press. Although geriatric patients constitute only a minority of those admitted, it is possible that an escalating trend might detract from the other functions of the short-stay ward described previously by Dallos & Mousaz (1981) and by Morgan (1981) . However, the judicious use of the short-stay beds helps to resolve the dilemma of casualty officers who cannot, with a clear conscience, discharge a patient home whom their colleagues will not, or cannot, admit. It allows an orderly attrition of the multidisciplinary problems posed by an unheralded geriatric admission and reduces the problem of management to proportions which can be met by those outside hospital upon whom the patient relies for help. They then have time in which to prepare for the patient's increased dependency. The short-stay ward fulfills this function, especially in the care of the elderly patients with limb injuries. Fourteen patients out of 22 could eventually be sent home from the short-stay ward. Even so, in three cases, patients were eventually moved from the short-stay ward to orthopaedic beds because an orthopaedic junior had underestimated the incapacity produced by injuries which would not have incapacitated a patient of his own age.
Admission to a short-stay bed should not be a substitute for careful initial assessment and the formulation of an appropriately managed working diagnosis. There should be close co-operation from the geriatric department. An orthogeriatric rehabilitation ward has been evaluated in Nottingham (Boyd et al., 1982) . Such a ward functions well because patients are selected appropriately for admission, and there is a close rapport between orthopaedic surgeons anc, geriatric physicians, committed to the project's success. The efficiency of the accident and emergency, the orthopaedic and the geriatric departments of many district general hospitals could be greatly improved by such cooperation. Short-stay beds, under the control of the accident and emergency consultant but visited daily by geriatricians and orthopaedic surgeons, offer an alternative means, whereby elderly patients who attend the accident and emergency department can undergo rapid social and physical rehabilitation without occupying scarce beds on specialist units. 
